possible in such patients and a precise diagnosis may or may not be achieved, even in retrospect. The pathophysiological processes operating in a proportion of infants with protracted diarrhoeal states remain a challenging area for future research, and we look forward to reading the publication which Dr Branski and colleagues have in press.
Limitations of the sweat test
Sir, We are in agreement with Schwarz et al. (Archives, 1977 52, 870) when they state that the sweat test has some limitations in the diagnosis of cystic fibrosis (CF) and that the diagnosis is not iustified on the basis of an abnormal sweat test unless there is other supporting evidence of the disease. We also agree that there is a 'grey area' of sweat Na and Cl levels which we would class as between 50 and 70 mmol/l (50,70 mEq/l). However, there are some aspects of their paper which cause us concern.
We feel the summary at the beginning of the paper is somewhat misleading, especially to those who do not carefully read beyond. From the text, one sees that the 30 patients referred to in the summary as giving equivocal sweat Na concentrations represent only 1 -5 % of patients tested in their laboratory, the total being some 2000. As the remaining 98 -5 % of patients did not give rise to diagnostic difficulty, it is clear that the 'sweat test' is still highly discriminatory, probably to the degree of any such test.
In our experience a much greater problem of sweat test accuracy occurs in hospitals where the test is carried out on a very much smaller number of patients and where the laboratory has a much lesser degree of experience than that of the authors. We have had a significant number of patients referred to our regional children's hospital who have had abnormal sweat electrolyte measurements elsewhere, but unequivocally normal measurements when repeated by a laboratory carrying out a large number of tests. Anderson and Goodchild (1976) 
